Neurological and psychiatric disorders are the most important causes of disability in the elderly . There are several studies of the prevalence of dementia in old people living at home (see Gilmore, 1974) , and Parkinsonism and epilepsy have been similarly investigated (Kurland, 1958 (Kurland, , 1959 Brewis et al., 1966) . However, although all studies of the epidemiology of cerebrovascular disease, which have been reviewed by Kurtzke (1969) and Hutchinson and Acheson (1975) , show an exponential increase in incidence and mortality with age, there do not appear to be any studies of prevalence, which is arguably as useful a measure of the 'burden of cerebrovascular disease' in the community (Acheson and Fairbairn, 1970) as either incidence or mortality. Other neurological disorders have been relatively little studied.
The present study sets out to describe the prevalence of neurological disorders in the elderly. It is part of a group of detailed clinical, laboratory, psychological, and social surveys of old people at home.
METHODS
A total of 808 people aged 65 years or more living at home were studied in three surveys (Table 1) : (Accepted 8 November 1975.) Table 1 shows the age and sex of the subjects studied. There were 318 men and 490 women; 488 subjects were aged between 65 and 74 years and 320 were over 75 years of age.
A single definite neurological diagnosis was made in 141 subjects, and two diagnoses in a further 16 (Table 2) . Completed stroke as defined was diagnosed in 59 subjects. The prevalence in the whole sample was thus 73 per 1 000, with no striking sex difference or change with age. Transient ischaemic attacks were identified in a further 27 of the 308 subjects (87 per 1 000) in the third survey (Table 3 ). The prevalence was thus of the same order as for completed stroke. Again there were no significant age or sex differences. 'Senile dementia' as defined was present in 47 subjects, the prevalence under the age of 75 being 24 per 1 000 and over that age 109 per 1 000. In three subjects, dementia was probably due to both cerebrovascular disease and 'senile Table 2 ). A number of the subjects with essential tremor gave a history of many years' duration, and some also had a family history.
There were 10 subjects with peripheral nerve lesions: three with ulnar nerve lesions, one with an ulnar and median nerve lesion (resulting from a gun-shot wound in the first world war), and one each of the following: circumflex nerve lesion after a recent fracture of the humerus, a long-standing traumatic brachial plexus injury, a congenital bilateral sixth nerve palsy, and a brachial plexus lesion with a Horner's syndrome, due to a superior pulmonary sulcus tumour.
A variety of other neurological diagnoses were made in 26 subjects. There were four patients with cervical myelopathy, three with grand mal epilepsy, two with post-herpetic neuralgia, and one each with the following: motor neurone disease, multiple sclerosis, trigeminal neuralgia, pituitary tumour, spina (Hobson and Pemberton, 1955; Milne et al., 1971) . Akhtar (1972) (1962) in Sweden (Table 6 ). Differing definitions may well account for the discrepancy. The prevalence of Parkinsonism in the community has been reported as 4 per 1 000 among people over 60 years of age (Brewis et al., 1966) and as 11 per 1 000 (Kurland, 1958) . The higher figure in the present study (16 per 1 000 among those aged over 65 years) was directly established by the clinical examination of old people both with and without the disorder, rather than estimated from hospital or general practitioner records.
It is somewhat surprising to find that essential tremor has a prevalence in the elderly equal to that of Parkinsonism. Larsson and Sjogren (1960) studied a Swedish population in which essential tremor is known to be very common, and found a prevalence of 61 per 1 000 over the age of 65 years, about three times the figure in the present study. The absence of accompanying disability undoubtedly results in a lesser chance of presenting for diagnosis in hospital (Critchley, 1956) . Current teaching does not sufficiently stress the vital therapeutic implications of an accurate clinical distinction between these two common conditions (Critchley, 1949; Larsson and Sjogren, 1960) .
Though based on only three subjects, the prevalence of epilepsy in the present study (4 per 1 000) is of the same order as that found by the College of General Practitioners (1962) and Brewis et al. (1966) (3-4 per 1 000 over the age of 60 years). The lower rate found by Kurland (1959: 1 per 1 000) is derived from five cases.
The frequency of peripheral nerve lesions (12 per 1 000) is perhaps surprising. Most were of long standing and traumatic in origin. The miscellaneous diagnoses encountered are as expected, except perhaps for the low frequency of cervical myelopathy, and the fact that only one subject with multiple sclerosis was seen. The prevalence of cervical myelopathy has possibly been underestimated in this study owing to the difficulty of establishing the diagnosis with certainty without investigations such as myelography. Some of the seven subjects classified as having definite neurological abnormality with bilateral pyramidal signs may have had cervical myelopathy.
It is tempting to attribute the low frequency of multiple sclerosis to the supposition that the majority of cases who survive into old age do so with considerable disability, and are therefore likely to be found in institutional care; this would have excluded them from the present study. However, clinical experience in Glasgow does not suggest that there is any substantial number of patients over the age of 65 years with multiple sclerosis in institutions. The prevalence of multiple sclerosis over the age of 60 years is at most 125 per 100 000 even in high-risk areas (McAlpine et al., 1972) ; one case in 800 subjects gives an identical figure.
